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Editorial
In Hong Kong, patients who have undergone kidney 
transplant have better survival compared to patients on 
dialysis. According to 2009’s Hong Kong Renal Registry 
Report, the crude mortality rates for patients on peritoneal 
dialysis and hemodialysis in 2008 were 15.9 and 17 deaths 
per 100 patient-years at risk, respectively, whereas the 
mortality rate for patients who had undergone kidney 
transplantation was only 1.72 patients per 100 patient-
years [1]. Although patients who have undergone kidney 
transplantation may have less morbidity and are younger 
compared to dialysis patients, observational studies have 
shown that better survival is associated with kidney 
transplantation than with dialysis.
However, shortage of kidneys for transplantation 
is an ongoing problem. Based on the updated Registry 
Report, 1,602 patients were on the transplant waiting list 
as of December 31, 2009. There were at most 182 patients 
who received a kidney allograft from 87 deceased donors 
and eight living donors [2]. Although the number of 
deceased donors seems to have increased in the last few 
years, the increase is not able to keep up with the increas-
ing number of patients being placed on the transplant 
waiting list. The number of living related kidney trans-
plantations has remained static in the last few years. More 
effort needs to be put into promoting organ donation.
In this issue of the Hong Kong Journal of Nephrology, 
Tong et al [3] review the current status of organ donations 
and the characteristics of deceased organ donors in the 
last 14 years; they also look into possible ways of increas-
ing the number of organ donations in Hong Kong. First, 
we should be pleased that the donation rate of deceased 
organs has increased from 4.3 donors per million popu-
lation in 2006 to 7.5 donors in 2009, which currently 
appears to be the highest among Asian countries. This 
increase may have been due to the efforts of transplant 
coordinators and various parties. Several measures have 
been implemented in the past few years to promote organ 
donation. For example, the number of transplant coor-
dinators was increased from four to seven so that more 
patients could be screened for organ donation. Currently, 
there are a total of seven transplant coordinators who serve 
all the hospitals under Hong Kong’s Hospital Authority. 
Hopefully, every hospital with an accident and emergency 
department will eventually have its own dedicated trans-
plant coordinator such that once there is a potential donor, 
the donor may be immediately referred to the transplant 
coordinator, who can then have more time, compared 
to the current situation, to work on organ procurement.
There are many barriers to frontline staff referring 
patients for organ donation. Either the referrals are made 
too early or too late. Rady et al [4] have clearly described 
the role of (procurement) transplant coordinators, includ-
ing surveillance, evaluation, management, selection and 
obtaining consent of potential donors. Once frontline staff 
clearly understand the roles of coordinators, the number 
of referrals for organ procurement may increase. Rady 
et al [4] also state that a donor management protocol may 
help to influence the timeline and type of medical inter-
ventions at three critical times: arrival in the emergency 
department, end-of-life decision-making, and declaration 
of death by either neurological or circulatory criteria for 
heart-beating or non-heart-beating organ procurement. 
Allowing transplant coordinators access to the potential 
donor earlier may move a non-heart-beating donor to 
be a heart-beating donor [4]. The authors also emphasize 
that collaboration between transplant coordinators and 
resuscitation teams is extremely important for increasing 
the number of potential donors for organ procurement. 
Therefore, the availability of transplant coordinators in an 
acute hospital is likely to increase the yield of deceased 
donor organs.
Due to the chronic organ shortage, the criteria for organ 
donation have been expanded in the past few years. Tong 
et al [3] showed that more organs were recovered from 
expanded-criteria donors (ECDs) and donation after 
cardiac death. Not only were there 17% of donors who 
were older than 60 years of age in 2009, but 25% of 
donors in the 14-year period had hypertension, compared 
to previous decades when donors had to be younger than 
60 years and without history of hypertension or any 
major comorbidity. The question is whether the number 
of ECDs can be further increased. In reality, frontline staff 
may not refer every potential patient for organ donation 
because the patients are critically ill, with unstable 
hemodynamic status. Therefore, it may be beneficial to 
establish clear clinical criteria for frontline staff to refer 
to so that organ procurement is triggered if the criteria 
are met. Although Tong et al [3] did not report the short-
term and long-term outcomes of the ECD organ recipients, 
we may assume that the outcomes were satisfactory, as 
based on other clinical reports. Once a clinical recom-
mendation or pathway has been set up for our frontline 
staff, we may have more organs donated from ECDs.
Tong et al [3] also mentioned that donor management 
is vital for successful recovery of organs in the donation 
process. Most of the donors (75.1%) were cared for in 
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intensive care units and neurosurgical units, and the 
organ recovery rate was highest among them compared 
to donors not cared for in these units. However, this 
percentage is low compared to that in Western countries, 
where almost all of the donors (> 90%) are cared for in 
intensive care units. It would be difficult to increase the 
yield of deceased donor organs, particularly from ECDs, 
if potential donors are not given higher priority to be 
admitted into intensive care or neurosurgical units. It is 
not difficult to understand that donor maintenance would 
be hard to achieve in a general ward setting, not only 
because of a lack of manpower but also because general 
ward nurses are not familiar with looking after patients 
with unstable hemodynamic status. In addition, the fact 
that a patient is in a general ward may even lead to bad 
feeling on the part of the patients’ relatives when a 
transplant coordinator approaches them about organ 
donation. On the other hand, if the transplant coordina-
tor is allowed to screen and assess the suitability of the 
patient for organ donation at an early stage, then s/he 
may be able to facilitate the transfer of the eligible donor 
to the intensive care unit to have better donor and organ 
maintenance.
Although Tong et al [3] reported that the time of ven-
tilation to brain death is longer in Hong Kong compared 
to other countries, and the number of donors decreases 
markedly when the time between intubation and brain 
death is longer than 72 hours, it is important to understand 
that patients requiring ventilatory support may not nec-
essarily have brain death. A previous study has shown 
that the duration between the declaration of brain death 
and aortic cross clamp has no negative impact on the 
outcome of kidney transplantation [5]. The median brain 
death period of the donors was 23.8 hours in the study. 
In their subgroup analysis of donors aged younger than 
55 years, each hour increase in the brain death period 
reduced the risk of developing delayed graft function 
in the recipient by 0.4%. It is vital to have a timely and 
accurate diagnosis of brain death while the patient is on 
ventilation support. Once the donor is diagnosed to have 
brain death, donor maintenance is more important than 
organ recovery procedures. Therefore, it may be worth-
while to study the impact of the duration between intuba-
tion to diagnosis of brain death, and the duration between 
the diagnosis of brain death and aortic cross clamp on 
organ procurement.
In conclusion, there remain many things that could be 
done for patients waiting for kidney transplants. Deceased 
donor procurement and organ donation may be increased 
by implementation of expanded criteria for eligible 
donors, higher priority of admission to the intensive care 
unit for better donor maintenance, and timely and accurate 
diagnosis of brain death.
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